The 
INTRODUCTION:
The tracheal intubation is usually performed after induction of anaesthesia followed by relaxation of skeletal muscles with depolarising or nondepolarising muscle relaxant. But this conventional process of intuabtion is sometimes associated with side effects. Many of these effects are trivial but some are of grave consequences and the avoidance of them becomes a priorty for aneasthetist for the ultimate welfare of the The venous access was secured in all patients followed by premedication with intravenous midazolam. All patients were preoxygenated for three minutes. In Group-A, at first fentanyl at the dose of 10µkg -1 was given intravenously and one minute later, lignocaine 1mgkg -1 was also given intravenously. Then the patients were induced with TPS, 5mgkg -1 . In Group-B, lignocane administration was avoided but other process of induction of anaesthesia was almost like Group-A.
In Group-C, TPS was followed by suxamethonium. During this period, patients were ventilated with 100% oxygen. Thirty seconds after induction of anaesthesia, the patients were evaluated for ease of ventilation and ten seconds later, evaluation of ease of jaw opening was noted. Then laryngoscopy was attempted and parameter of the exposure of the vocal cords was recorded. If intubation would fail in any patient, it was planed to follow the failed intubation drill.
The arterial blood pressure both systolic and diastolic and heart rate were monitored before induction, after induction and after intubation. The study was terminated within two minutes of intubation. Data was compiled and was analyzed by using the student "t" test for comparison among the groups. Significant level was taken with 95% confidence limit. 
Appendix-I

RESULTS
There was no significant (p<0.05) difference between groups in terms of gender distribution, mean patient age and weight (Table-I ). There were no significant (p<0.05) preinduction differences between groups in heart rate or blood pressure ( Table -II) . The heart rate and blood pressure both systolic and diastolic were decreased significantly after induction in groups A and B but after intubation it rose significantly in these groups. The decrease in blood pressure after induction and intubation in Group-A & B were significantly lower than that of Group C. In Group-C, post induction fall of blood pressure was not significant in comparison to preinduction levels but the heart rate and blood pressure both systolic and diastolic rose after intubation ( Table-II) .
Induction parameters like jaw mobility, ease of ventilation were also similar ( Table-III The position of vocal cords was found to be significantly (p<0.05) wide in Group-C (Table -IV) .
But no patient had closed vocal cords or incidence of laryngospasm during intubation. Tolerance to intubation as indicated by absence of coughing immediately after intubation was significantly (p<0.05) better in Group-C. Only two patients in this group had one or two coughs after intubation as compared to four in Group-A and nine in Group-B. Among these, one patient in each group A and B had persistent coughing.
DISCUSSION
Our study demonstrates that tracheal intubation is possible to perform reliably in premedicated patients with favorable airway anatomy after intravenous induction of anaesthesia without simultaneous administration of muscle relaxants.
Many authors have done near identical studies and have also found similar but not identical results. Scheller, et al 2 have used alfentanil instead of Hovorka J, et al 4 concluded that intubation condition were not readily acceptable without the use of muscle relaxant though they found difficulty during intubation in only one patient. They also did not compare there study with control group. They however concluded that tracheal intubation was more easily accomplished with thiopentone than propofol.
Results of Keller S 5 were much similar to our study, where the time taken for intubation from the start of inducion was four minutes. This may increase the susceptability of aspiration in highrisk patients. This can be avoided by using drugs with faster onset like alfentanil
The heart rate and blood pressure both systolic and diastolic were considerably reduced in Group-A and B as compared to preinduction values. In Group-C both systolic and diastolic blood pressure and heart rate rose significantly (p<0.05) after intubation. In this study we also found that attenuation of cardiovascular response to intubation can be achieved by this method.
Our study was terminated at two minutes of intubation and we also found that immediate administration of supplemental anaesthesia is required, otherwise the patient might move or cough within few minutes.
CONCLUSION
It can be concluded that in premedicated healthy patients with favorable airway anatomy, tracheal intubation may be accomplished by using a combination of fentanyl (10mcg/kg) and lignocaine (1mg/kg) with Thiopentone sodium (5mg/kg). Simultaneous administration of muscle relaxant may not require for tracheal intubation. This technique may be of value where muscle relaxants are contraindicated due to the undesirable side effects. But routine use of the technique is neither acceptable nor recommended.
